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What are the patterns of service utilization of 
HIV-infected persons in Virginia*? 

Introduction
The federal Ryan White HIV/AIDS Treatment Mod-
ernization Act of 2006 provides health care for 
people with HIV disease. Enacted in 1990, it fills 
gaps in care faced by those with low-incomes 
and little or no insurance (HRSA, 2007). Majority 
of this funding is provided to states (57%) then 
cities (29%) with the remaining funds (14%) pro-
vided directly to providers and other organizations 
(KFF,2007). These funds are distributed across the 
United States through part areas, which are de-
scribed in Table 1.

The purpose of this section is to describe the pat-
terns of service utilization of HIV-infected persons 
in Virginia.  

ADAP Demographics (Table 2)
Between January and December 2006, 3,518 cli-
ents were provided FDA approved HIV-related pre-
scription drugs through ADAP in Virginia. Clients 
were primarily male (69.8%), between the ages 
of 20-44 (51.6%), and African American (55.9%). 
Almost all (95.4%) clients received Nucleoside/
Nucleotide Reverse Transcriptase Inhibitors, which 
are sometimes called the “backbone” of combina-
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Part B 

Part C 

Part D

Part F

   

Funds eligible metropolitan areas 
(EMAs), those with a cumulative total 
of more than 2,000 reported AIDS cases 
over the most recent 5-year period, and 
transitional grant areas (TGAs), those 
with 1,000-1,999 reported AIDS cases 
over the most recent 5-year period. 
75% must be spent for core services**

Funds States. This includes base and 
supplemental grants, ADAP and ADAP 
supplemental grants, and Emerging 
Communities (EC) grants. In Virginia, 
the majority of services are provided 
through five regional consortias that 
plan and deliver HIV care.  At least 75% 
of all Part B funds must be expended 
for core medical services.   

Funds Early Intervention Services to 
reach people newly diagnosed with HIV. 
75% must be spent for core services.

Funds public and private organizations 
directly to provide support services 
for women, infants, children & youth, 
including outreach, prevention, primary 
and specialty medical care and psycho-
social services. Also supports activities 
to improve access to clinical trials and 
research for these populations. 

Includes:
•Special Projects of National Signifi-
cance that address emerging needs of 
clients and assist in developing a stan-
dard electronic client information data 
system,
• AIDS Education & Training Centers 
that provide education and training for 
health care providers who treat people 
with HIV/AIDS and dental reimburse-
ment and community-based dental 
partnership programs.
•Minority AIDS Initiative that strength-
en organizational capacity to expand 
HIV-related services in minority
communities. (HRSA,2007)

* The information provided in this section was obtained from 
the AIDS Drug Assistance Programs (ADAP) and the Vir-
ginia Client Reporting System (VACRS) databases which are 
maintained by the Virginia Commonwealth University (VCU) 
Survey and Evaluation Research Laboratory (SERL). VACRS 
includes Part A data from the Eastern Virginia Medical School 
(EVMS), all Part B data, excluding ADAP, and Parts C and D 
data from the VCU Medical Center. This data is presented by 
health region because of regional reporting differences. The 
Southwest and Central regions have the most complete data 
in VACRS. Since EVMS data is included in the Eastern region, 
this data is mostly complete, but all of Part A is not reported. 
Northern and Northwest regions are both missing Part A 
data from the DC Eligible Metropolitan Area.  The limitations 
in this data are presented so that data tables can be inter-
preted with an understanding of the sources included.

**Core services include outpatient and ambulatory health 
services; pharmaceutical assistance; substance abuse out-
patient services; oral health; medical nutritional therapy; 
health insurance premium assistance; home health care; 
hospice services; mental health services; early intervention 
services; and medical case management, including treatment 
adherence services. The remaining 25% can be spent on 
support services including outreach; medical transportation; 
language services; respite care for persons caring for indi-
viduals with HIV/AIDS; and referrals for health care and other 
support services.

      Table 1: Part areas for distribution of Ryan White funds 
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tion therapy because most regimens contain at least 
two of these drugs (Avert, 2007).  Half of the clients 
(45.8%) received treatment for opportunistic infec-
tions and 45.5% received Non-Nucleoside Reverse 
Transcriptase Inhibitors. Forty percent of clients 
used another protease inhibitor with Ritonavir. 
CD4 counts of ADAP clients were evenly distributed 
throughout four categories: 0 to 200 (29.6%), 201 
to 350 (24.3%), 351 to 500 (24.4%) and over 500 
(21.6%).

Between July 2006 and June 2007, 3,176 clients 
were served by ADAP in Virginia for an average 
monthly cost of $1.9M and an average monthly cost 
per person of $1,239. This is a 3.3% increase from 
the average monthly cost per person ($1,486) the 
previous year. The growth rate in active clients has 
decreased 0.8% for the last year, with the largest 
decrease in the Southwest region(-2.4%). This de-
cline is mainly due to the impact of Medicare Part D. 
Overall, the average length of time a client remains 
on ADAP is increasing. In March 2004, clients were 
on ADAP an average of 43 months. By June 2007, 
the average was five months longer (48 months). 

VACRS Demographics (Table 3)
Between January and December 2006, 4,208 clients 
were reported as receiving care in VACRS. Clients 

were primarily male (62.83%), between the 
ages of 25-44 (52.14%) and African American 
(59.74%). The majority of clients had an AIDS 
status (41.84%), followed by HIV (36.94%) and 
HIV/AIDS status not known (18.55%). The re-
maining were HIV negative (0.29%) or the status 
was unknown (2.39%). The most frequent re-
ported risk of infection for HIV was heterosexual 
contact (39.26%). 

VACRS Service Utilization  
During 2006, 2,155 (51%) patients received 
ambulatory/outpatient medical care, with an 
average number of 7.08 visits per client. The 
minimum number of visits was one and the 
maximum was 119 visits. Of the clients receiving 
case management, the average number of face 
to face visits was 6.67 and the average num-
ber of other case management visits was 6.40. 
Half (50%) of the clients reported as receiving 
medical care in VACRS received face to face case 
management and a third (33%) received other 
case management. Seven hundred and seventy 
(18%) clients received co-pays for medication. 
The minimum number of co-pays was one and 
the maximum was 64. On average each client re-
ceived five co-pays for medication in 2006 (Table 
4). 

          Table  2   ADAP Report ing System -Cl ient  Demographics  ( January  to  December 2006)
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          Table  3   Ryan White  Data Report ing System (VACRS)  -C l ient  Demographics  ( January  to  December 2006) 
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